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Abstract 
The experience of pediatric populations and their families with chronic illness and overall health conditions, 
involves multiple variables.  This paper will explore the dynamics of such variables, particularly as it pertains to the 
Gulf region of the Arab population.  Preexisting research demonstrates the multi-faceted dimensions of pediatric 
illness as it impacts acceptance, compliance, and overall coping and quality of life.  Within the Gulf community, it is 
imperative to integrate the complex nature of the family unit into treatment planning and management including 
gender and familial roles, and overall familial processes and dynamics.   Cultural and spiritual perceptions of 
childhood development and illness also impart a role in adaptive coping and mediate ethical considerations within 
the sub-context of communication and decision making. Implications for the role of the mental health care 
professional and future research will also be overviewed.  
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1. Introduction 
Chronic pediatric illness has multifaceted implications for family members and the treating team at the various 
stages of the illness from the advent of the diagnosis and throughout the phases of treatment.  Serving multicultural 
and diverse populations, who are coping with pediatric illness, further warrants conceptualization within a 
comprehensive and integrated culturally sensitive framework.    Pediatric researchers opine that there still remains a 
dearth of studies considering cultural factors in relation to pediatric health (McQuaid & Barakat, 2012).  Recent 
studies emerged to explore subcultural variables such as familial connections in relation to improved health 
outcomes (cited in McQuaid & Barakat, 2012).  Medical practitioners are also increasingly recognizing the 
importance of the proximal overlap of culture and spirituality within the context of delivering effective pediatric 
care (Mcevoy, 2003).   Cultural factors can be perceived as strengths, albeit, these can be also classified as barriers 
to effective treatment (Wiener et al., 2013).   This is especially pertinent if practitioners do not have the sufficient 
awareness of the cultural background of patients and their families.  In turn, this can impede critical health aspects 
such as communication, decision making, acceptance, and health outcome.   
 
Incorporating cultural awareness is also imperative for the mental health care professional and provision of 
treatment to pediatric patients and their families within therapeutic or multidisciplinary settings.  Studies have 
posited that pediatric conditions can pose a significant traumatic event which may trigger psychological symptoms 
within family members, exceeding that of the child (Landolt et al., 2012).  Parents who report such high levels of 
mental distress may decrease their adaptation to the diagnosis (Mussatto, 2006), level of involvement in the 
treatment process (Gavin & Wysocki, 2006), and the child’s adherence to the medical regimen (Fredericks et al., 
2007). 
 
Within the context of the Arabic culture, addressing pediatric care is further complicated by the diversity within 
and across groups from this cultural background.  Patients of Arabic origin may diverge in their religious, historical, 
and familial backgrounds, and recognition of such a divergence is initially critical.  For the purpose of this paper, 
pediatric families from the Gulf region will be the focus.   Overall, field experts indicate that a multifocal 
perspective is to be adapted into service delivery when serving this population.   This includes but is certainly not 
limited to familial structure and spirituality (Lambert, 2008). 
 
 
2. The Family Unit 
The Arab culture, in general, is one that is collectivist in nature.  Interdependence and family cohesion are 
strongly emphasized.  This is particularly the case in the Gulf region as individuals function within a tribal 
communal system, in that the individual is an extension and a representative of the overall family, both the nuclear 
and extended family.  Thus families within the Gulf culture are not only characterized as cohesive in nature, but also 
quite influential in terms of values and beliefs.  As such individuals within the Gulf culture seek refuge, guidance, 
and support from their families.   
To better understand the dynamics of the family unit in the Gulf region, it is best to view it as a 
microsystem of the overall Arab and Gulf culture, in terms of how certain values, gender roles, and group 
interactions are defined.  For example, given the overarching variable of religion within the Gulf culture, gender 
roles are clearly defined and generally adhered to.  In general, gender roles tend to vary from ‘traditional’ to 
egalitarian as per the familial historical and religious structure.  This also may be evolving with cultural transitions 
and global trends.  Further value is also credited to extended family members.  Parental styles also may vary but 
have been classified in the literature as primarily authoritarian or permissive (Hilliard et al., 2012).   The child may 
be in either case typically expected to adhere to familial expectations and beliefs, thus abstaining from query and 
challenge to familial decisions.  Within a pediatric setting, it is integral for the treating team to assess the familial 
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structure including roles, parental style, and belief system, as these intertwine with mechanisms of communication 




Communication has profound impact on the treatment course and in some cases prognosis of the child.  
Davidhizar (1999) underlined that a communication assessment entails dialect, volume, touch, tone, and kinesics.  In 
working with a family from the Gulf who is confronted with a pediatric illness, it is additionally important to first 
establish rapport with key familial figures and allocate time to developing trust and learning about the family 
system, and their health beliefs and expectations.  Specific questions about who to involve, and what would the 
family want to know and their perceptions of the child’s knowledge are recommended.  A simultaneous assessment 
of the role of the child within the family will also be equally important.   In some cases, family members will specify 
that the child for example is to be left unaware of his/her condition, while in others, children may be guided to 
assume the full responsibility for adhering to their medication and complying with treatment.  In either case, 
considering and utilizing the family unit as a strength relative to a barrier, and educating families about the 
importance of cohesive familial involvement is essential in treatment, be it through support and dialogue, or 
monitoring and direct involvement.    
 
This communication assessment is thought to be an ongoing process that spans the stages of diagnosis and 
treatment.  In cases of an impending loss of a child and palliative care, a re-assessment of parental preferences may 
be necessary in order to prevent miscommunication.  Within the Gulf culture, parents may express preference 
towards non-disclosure of prognosis to the child and even to extended family members.  This may contradict 
Western emphasis on disclosure to pediatric patients.  Considering the best interest of the family unit including the 
child, and a cultural reframing of disclosure is imperative.  Wiener et al. (2013) suggest that presenting end of life 
matters in “hypothetical terms” may relieve parental and familial anxiety and concerns as opposed to directive 
communication.  Other families may initially reject the diagnosis, treatment, and/or prognosis, in order to avoid 
acceptance especially in the case of poor prognoses.  Reflecting familial hardship and continuing to align with the 
family and the child, through building on familial dedication and connection to the child and each other, is crucial at 
this stage in order to pave the path towards adaptive acceptance.  While this may be difficult to establish for the 
treating team due to time restrictions and urgency of decision making, allowing the family the time and space and 
continuing with consistent and regular communication with the family unit is key. 
 
2.2 Decision Making 
 
 Pediatric chronic illness frequently requires that important decisions are made with regard to medications 
and/or procedures.  Western medical models support parental and child involvement from the outset.  Families from 
the Gulf region may respond initially to the gradual inclusion of family members including the child.  Decision 
making may be allocated to a single or multiple members, thus underlining the importance of familial assessments 
prior to decision making.  Alternatively, families may perceive the treating team as the primary expert and thus the 
decision maker.  On the other hand, decision makers within the family may seek external advice from family 
members or spiritual advisors.  Conveying respect and cultural understanding, and developing an individualized plan 
that addresses the child and familial needs in order to foster decisions that are congruent with the health needs of the 
child and that are in line with ethical and health standards is of importance.   When confronted with critical 
decisions, the treating team should assess familial perceptions of illness, pain, and death.  Families within the Gulf 
region, for example, may not believe in discussing plans such as advance directives as it conflicts with spiritual 
beliefs in addition to cultural norms and standards.  This may call for alternative strategies to address death and end 
of life that are consistent with cultural and spiritual beliefs.  Thus it is imperative that the treating team understand 
the unique set of values and beliefs of each family so as to facilitate the decision making process.  
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3. Religiosity and Spirituality 
Religiosity and spirituality play an integral role as they are both embedded in culture and society. Understanding 
the tenants of this type of religiosity and spirituality is critical in conceptualizing and treating individuals.  Given 
that Islam is the religion that the majority adhere to in the Gulf region, selected principles within this religion will be 
highlighted, for purposes of consideration when working with patients and their families.  It is worthy to also 
consider that families from this region may diverge in their beliefs and degree of practice, and that cultural and 
religious norms may overlap and intersect. 
 
Besancon (2004) posits that Islam is a complex religion, with a specific and highly crystallized conception of the 
relation between man and God.  Muslims believe in God’s ultimate power.  At a young age, family, school 
teachings, and societal practices instill the notion of respecting God and the consequences of wrong doing.  In 
addition, the concept of surrender to God’s will is also a principle that manifests itself clearly; be it in linguistic 
phrases used, such as “Inshallah” (God willing) and the concepts of fatalism and pre-destiny that are entrenched in 
daily life.    
 
The concept of fatalism can clearly play a role in the health care process of families facing a chronic illness or 
medical condition.  Individuals and their families may utilize religiosity and spirituality to aid them in their 
understanding, acceptance and decision making, when confronted with a pediatric chronic medical condition or 
illness.  However, the principles of religiosity and spirituality may also complicate the decision making process as 
science and religion may clash for some families.  These are principles to be considered and respected so as to 
incorporate into the treatment planning and psycho-education of families who are confronted with pediatric illness.  
Hence, certain families may state that the diagnosis is the will of God, and may even abstain from engaging in 
further discussions about treatment options or end of life dialogue.  This can pose a dilemma for the medical and 
mental health care professionals as to how to proceed.  At this intersection, it is important to validate familial beliefs 
and perceptions, while underlining that their discussion of such matters can include a gamut of possibilities that do 
not contradict their faith-based values.  Wiener et al. (2013) further postulated that completing a “spiritual 
assessment” with the child and the family can become a primary component of pediatric care.  This can include 
questions pertaining to coping mechanisms such as prayer as well as perceptions of life and death.  Involving 
community leaders and spiritual advisors in certain cases can prove useful especially when families are experiencing 
emotional distress and are finding difficult to engage with the medical team. 
 
4. The Role of the Mental Health Care Professional: An Integrated Model 
Undoubtedly, families undergoing the emotionally difficult and psychologically complex process of 
pediatric chronic illness will be in need of holistic support.  The role of mental health professionals is key during 
this process, as these professionals are both experienced and trained in understanding the interplay of the numerous 
variables at hand.  Mental health professionals can assume different roles from that of the liaison consultant, to that 
of the therapist and advocate. 
The medical team is to consider the involvement of mental health care professionals from the outset of the 
diagnosis and throughout.  This step will serve to support the family as well as the treating team throughout the 
process of treatment.  Furthermore, mental health professionals play a pivotal role of intervention following the 
diagnosis stage, in terms of providing emotional support and mirroring the difficulties being experienced, as well as 
a preventive role, in terms of working to minimize the development of known comorbid psychological disorders that 
likely develop in parallel with a chronic medical condition.  Framing mental health services from a positive lens to 
families from the Gulf and obtaining their informed consent will be integral.  Mental health services may at an initial 
glance embody negative connotations and stigma.  Introducing this service as a source of support and validation for 
the child and the family, and as a service that is accessible is recommended as a starting point. 
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Mental health professionals will be faced with the task of assessing the various micro and macro systems 
addressed in this paper in order to develop an objective formulation of child and parental perspectives and 
experiences.    While having a working knowledge of cultural nuances can be useful, it is not sufficient when 
working with such a culturally complex population.   Mental health professionals can expect that cultural 
assessments are a process that is longstanding and key to each phase of treatment.  Restructuring what is perceived 
as cultural barriers into an opportunity for dialogue and subsequently a strength, is yet another skill for the mental 
health professional to implement. 
 Being well-versed in multiple theoretical approaches is a clinical asset when working with this population.   
Pediatric theorists have addressed various orientations when working with the culturally diverse.  This has been 
addressed in relation to adapting evidence-based treatment models (Hilliard et al., 2012) and considering systemic 
approaches (Kazak et al., 2009).  Within and across treatment modalities, the mental health professional working 
with families from the Gulf region is encouraged to assume a broad-based perspective that will allow them to align, 
validate, and intervene at individual, familial, and social levels. 
5. Conclusions 
Pediatric chronic illness poses multiple challenges for medical and mental health professionals due to the 
emotional complexity of the experience for the child and family alike.  This process is further mediated by socio-
cultural and spiritual factors that are worthy of recognition and inclusion within communication, decision making, 
and intervention frameworks.  The lack of pediatric psychology research is salient in relation to the family from the 
Gulf region.  Future research is recommended on the cultural dynamics that sets this population as distinct and 
unique at the historical, social, and spiritual levels.  Research may also address the cultural context of specific 
medical and comorbid psychological conditions.  Training pediatric psychologists, in addition to medical 
professionals, in cultural competence will pave the path towards a more effective service delivery model.  
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